with information about health benefits and selecting personally relevant motives and social support sources regarding physical activity, 3) an action planning intervention in which participants specified which physical activities they would do, when, where and for how long and 4) a combination of these interventions. Prior to the intervention, participants' leisure time physical activity in the past week was measured with items from the SQUASH. Also behavioural intentions, expected social support and planning behaviour with regard to leisure time physical activity were measured. Directly after the intervention, positive outcome expectations and self-efficacy were measured. After a week, physical activity measures were administered again. Results: 208 Participants (71% female; mean age 62 years; 40% with a rheumatic disease) completed the study. Figure 1 displays the average change in physical activity for each intervention. Multiple regression analyses showed that both the motivational intervention (β=0.22) and action planning (β=0.31) significantly predicted a positive physical activity change and that these effects appeared additive as opposed to catalytic. The effects were not moderated by intention, expected social support or planning behaviour, nor mediated by outcome expectations or self-efficacy. The motivational intervention's effectiveness was weakly correlated with the number of personally relevant exercise motives identified (r =0.22) and the action planning's effectiveness was weakly related to the number of plans made (r =0.19) and to one's outcome expectations after the intervention (r =0.21).
with information about health benefits and selecting personally relevant motives and social support sources regarding physical activity, 3) an action planning intervention in which participants specified which physical activities they would do, when, where and for how long and 4) a combination of these interventions. Prior to the intervention, participants' leisure time physical activity in the past week was measured with items from the SQUASH. Also behavioural intentions, expected social support and planning behaviour with regard to leisure time physical activity were measured. Directly after the intervention, positive outcome expectations and self-efficacy were measured. After a week, physical activity measures were administered again. Results: 208 Participants (71% female; mean age 62 years; 40% with a rheumatic disease) completed the study. Figure 1 displays the average change in physical activity for each intervention. Multiple regression analyses showed that both the motivational intervention (β=0.22) and action planning (β=0.31) significantly predicted a positive physical activity change and that these effects appeared additive as opposed to catalytic. The effects were not moderated by intention, expected social support or planning behaviour, nor mediated by outcome expectations or self-efficacy. The motivational intervention's effectiveness was weakly correlated with the number of personally relevant exercise motives identified (r =0.22) and the action planning's effectiveness was weakly related to the number of plans made (r =0.19) and to one's outcome expectations after the intervention (r =0.21).
Conclusions:
These data suggest that using a motivational or action planning intervention seems beneficial for increasing physical activity in patients with a chronic disease, independent of one's intentions, expected social support and planning behaviour. The data also suggest that action planning is preferable over a motivational intervention and that the added value of a motivational intervention is minimal if action planning is used. This study was limited by only measuring physical activity after a week and by using self-report. Future studies should investigate longer term effects, other potential moderators and mediators and interaction effects between other promising behavioural change methods. Disclosure of Interest: None declared DOI: 10.1136/annrheumdis-2017-eular.2137 
THU0750-HPR THE EFFECTIVENESS OF THERAPEUTIC FOOTWEAR IN
and assessment of methodological quality (using a checklist for between-group and within-group comparisons) was conducted by two independent reviewers. Quantitative data analyses was conducted, when quantitative data analysis was not possible qualitative data analysis was performed. Results: Thirteen studies were identified. In five studies, one of which was of high quality, between-group differences were reported. In twelve studies, of which two were of high quality, within-group differences were reported. Qualitative datasyntheses for the within-group differences of custom-made therapeutic footwear resulted in weak evidence for the reduction of foot pain and improvement of physical functioning. Quantitative data-analyses of the within-group differences of ready-made therapeutic footwear resulted in a medium to large effect for the reduction of foot pain (SMD -0.68, 95% CI -1.00 to -0.37; P=0.0001; 162 participants), and a small to medium effect for the improvement of physical functioning (SMD -0.32, 95% CI -0.62 to -0.02; P=0.04; 128 participants). Qualitative data-analyses of the between-group differences of ready-made therapeutic footwear resulted in inconclusive evidence for foot pain and physical functioning.
Conclusions:
In within-group designs, there is weak evidence for the reduction of foot pain and improvement of physical functioning after wearing custom-made therapeutic footwear. Furthermore, in within-group designs there is a medium to large effect of ready-made therapeutic footwear on the reduction of foot pain, and a small to medium effect on the improvement of physical function. Controlled, between-group designs resulted in inconclusive evidence. A definite RCT is necessary to investigate the between-group effectiveness of therapeutic footwear in patients with RA. Disclosure of Interest: None declared DOI: 10.1136/annrheumdis-2017-eular.5809
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Background: Foot pain and deformity is almost ubiquitous in RA and results in considerable physical and psychosocial impairment [1] . Epidemiological studies consistently suggest a 90% prevalence of foot pain despite advances in pharmacological therapy [2] . Mechanical and other non-pharmacological interventions such as orthoses and footwear, have an important role in managing foot pathology in patients with their systemic disease controlled [1, 3] . The effectiveness of treatment with insoles, especially in early periods, was studied in a randomized controlled trial, which results suggested an immediate clinical improvement, reducing foot pain, disability and limited functionality.
[1] Objectives: The aim of this study is the effectiveness of foot orthosis in patients with rheumatoid arthritis in terms of quality of life and pain. Methods: A systematic review and meta-analysis was conducted of randomized controlled trials. Participants: Patients with rheumatoid arthritis were included. The criteria of exclusion were Juvenile Rheumatoid Arthritis, analysis of gait, Intervention: Studies had to compare foot orthosis Comparison: Other type of treatments, other type of foot orthosis, sham Outcomes: Evaluation of Pain or Quality of life with any tool that measure this outcomes The search was conducted in Cochrane, CINAHL, PubMed, EMBASE, LILACS, and Cuiden. An independent peer review was carried out. The Mesh term and fields used were foot, ankle, joint, rheumatoid arthritis, foot, orthosis, insole, foot orthosis. Results: After the analysis of 71 studies, 4 were included for the systematic review. The 4 studies enrolled 285 participants. Follow-up periods varied from 6 to 30 months. Only two studies were included in the meta-analysis [4, 5] , both of them with pain (measured with Foot Function Index) as the selected outcome. A meta-analysis of the two trials showed that use of FO resulted in a nonsignificant improvement in disability compared with control (MD (95% CI): 4.37 (-6.24, 14.98 
Conclusions:
Foot orthoses showed improvements in pain and disability/quality of life, but no significant differences between groups were found.Future research needs to increase the number of RCTs in this topic because results are not conclusive. Background: Use of non-surgical treatment modalities in osteoarthritis (OA) is suboptimal 1 , which might be influenced by patients' beliefs about treatments. An instrument for measuring treatment beliefs in OA is not available yet. Objectives: To develop a questionnaire assessing patients' beliefs about treatment modalities of hip and knee OA: the "Treatment beliefs in OA (TOA) questionnaire" and to evaluate its clinimetric properties. Methods: The item pool, drawn from two previous qualitative studies, comprised beliefs regarding 5 treatment modalities: physical activity, pain medication, physiotherapy, injections and arthroplasty. A draft questionnaire comprising beliefs on these 5 treatment modalities was developed (200 items, Table 1 ). Two samples of patients with knee or hip OA (N=840, N=700) were recruited from our hospital to test the clinimetric properties of the TOA questionnaire. Descriptive analyses, explorative factor analyses (EFA; sample 1) and confirmatory factor analyses (CFA; sample 2) were conducted for each treatment module separately. Internal consistency was assessed with Cronbach's Alpha (both samples). In order to examine test-retest reliability a subsample of sample 2 (N=67) was asked to fill out the final TOA questionnaire again after two weeks. Results: 351 patients filled out the draft TOA questionnaire (sample 1), 289 patients filled out the final TOA questionnaire (sample 2), with a subsample (N=50) who filled out the final questionnaire twice. EFA yielded a two factor solution for each treatment modality. The factors were labeled "positive treatment beliefs" and "negative treatment beliefs". The final TOA questionnaire comprised 60 items; items per treatment modality ranged from 9 to 14. CFA showed adequate fit indices for physical activities and physical therapy, while fit indices for the treatment modalities pain medication, injections and arthroplasty just failed to reach adequate cut-off values. Internal consistency was good to excellent for the subscale positive treatment beliefs (Cronbach's α between 0.84 and 0.90), and mediocre to acceptable for the subscale negative treatment beliefs (Cronbach's α between 0.66 and -0.79). Test-retest reliability was satisfactorily to good with ICCs from 0.66 to 0.88 and SEMs from 0.17 to 0.52.
The TOA questionnaire is the first questionnaire assessing positive and negative beliefs regarding five treatment modalities for knee and hip OA. The TOA questionnaire showed moderate structural validity and good internal consistency and test-retest reliability. The TOA questionnaire is useful for a better understanding of patients' treatment beliefs. Future research will examine how treatment beliefs, in interaction with other variables, influence treatment choices. 
